We describe 2 studies designed to evaluate scores on the Multidimensional Shame-related Response Inventory-21 (MSRI-21), a recently developed instrument that measures affective and behavioral responses to shame. The inventory assesses shame-related responses in 3 categories: negative selfevaluation, fear of social consequences, and maladaptive behavior tendency. For Study 1, (N ϭ 743) undergraduates completed the MSRI-21. Confirmatory factor analysis supported the validity of the MSRI-21 3-factor structure. Latent variable modeling of coefficient-␣ provided strong evidence for the internal consistency of scores on each scale. In Study 2, (N ϭ 540) undergraduates completed the instrument along with 5 concurrent measures chosen for clinical significance. Achievement of factorial invariance supported the use of MSRI-21 scale scores to make valid mean comparisons across gender. In addition, MSRI-21 scale scores were associated as expected with scores on measures of self-harm, suicide, and other risk factors. Taken together, results of 2 studies support the internal consistency reliability, factorial validity, factorial invariance, and convergent validity of scores on the MSRI-21. Further work is needed to assess the temporal stability of the MSRI-21 scale scores, invariance across clinical status and other groupings, item-level measurement properties, and viability in highly symptomatic samples.
Due to the known adverse effects of shame on mental health and functioning, individual responses to shame are of particular concern to clinicians and researchers. In recent years, several self-report instruments have been developed to measure shame and guilt as state-or trait-based constructs. Until recently, however, no published self-report instruments were available that measure internal responses to shame, such as psychological distress, and external responses to shame, such as maladaptive behavior tendency and fear of social consequences, within a brief stand-alone inventory. Osman, Freedenthal, Bagge, Gutierrez, and Wong (2014) sought to address this gap by developing a multidimensional instrument that would be suitable for clinical and research purposes. Prior to describing the development and preliminary evaluation of the Multidimensional Shame Response Inventory-21 (MSRI-21), we elaborate on the research literature that informed the development of the MSRI-21 scales.
Differential Correlates of Shame and Guilt
According to current conceptualizations, shame involves a global negative evaluation of self, in contradistinction to guilt, which is concerned with specific unwanted behaviors or perceived transgressions. Previous research shows that, although shame and guilt are overlapping constructs, they have distinct correlates. Carefully distinguishing between guilt and shame, several studies have found that guilt and guilt-proneness are associated with positive consequences, including enhanced interpersonal problem solving (Covert, Tangney, Maddux, & Heleno, 2003) , constructive responses to anger (Lutwak, Panish, Ferrari, & Razzino, 2001) , perspective taking (Leith & Baumeister, 1998) , a heightened concern for ethical behavior (Cohen, Panter, & Turan, 2012) , and positive long-term interpersonal outcomes (Tangney, Miller, Flicker, & Barlow, 1996) . Other studies have shown that, when shame is partialed out, guilt is unrelated to depression, anxiety, and other forms of psychopathology (e.g., Averill, Diefenbach, Stanley, Breckenridge, & Lusby, 2002; Rüsch et al., 2007) .
Shame is a social emotion, commonly triggered by negative evaluations of the self by others, and is characterized by an internal experience of self-criticism and negative self-evaluation (Kim, Thibodeau, & Jorgensen, 2011) . According to shame theorists (e.g., Gilbert, 1998; Kim et al., 2011; Smith, Webster, Parrott, & Eyre, 2002) , the psychological distress associated with the external aspect of shame stems from the knowledge that others hold a negative view of oneself, whereas the distress associated with the internal aspect of shame is generated by internalized negative beliefs one holds concerning oneself, often arising from negative early childhood experiences (Luby et al., 2009) . Common shameevoking scenarios include actual or anticipated parental disapproval, situations involving the potential for negative evaluation by others, socially embarrassing situations, being berated or belittled by others, and engaging in behaviors that break social norms (Tangney, 1992) .
Shame and shame-proneness have been associated with a range of maladaptive internal and external behavioral responses, including suicide ideation (Kölves, Ide, & De Leo, 2011; Lester, 1998) , nonsuicidal self-injury (NSSI; Brown, Linehan, Comtois, Murray, & Chapman, 2009; VanDerhei, Rojahn, Stuewig, & McKnight, 2014) , pathological anger (Tangney, Wagner, Hill-Barlow, Marschall, & Gramzow, 1996) , depression and anxiety (Rizvi, 2010; Rüsch et al., 2007) , and negative attitudes about seeking help from mental health professionals (Rüsch et al., 2014) . In light these findings, some researchers have concluded that shame has exclusively maladaptive consequences (see, e.g., Schoenleber & Berenbaum, 2012a) . Others have advanced evidence for adaptive consequences of shame. For instance, de Hooge, Breugelmans, and Zeelenberg (2008) reported that shame functions as a motivator of prosocial behavior in "proself" individuals when its experience is relevant to making a decision about how to attain a specific goal. Taken together, the existing research suggests that shame may be associated with positive external consequences in some contexts, whereas in others it is experienced as an aversive state characterized by negative internal and external ramifications. In addition, it is not implausible that positive external consequences of shame may co-occur with negative internal experiences, occasioning significant intrapersonal distress despite positive external outcomes.
Shame and Negative Self-Evaluation
For some individuals, shame is commonly experienced as an acutely aversive state accompanied by high levels of internal distress (Schoenleber & Berenbaum, 2012b) . It has been argued that the highly aversive quality of shame in such individuals is due to the context of global negative self-evaluation in which the emotion is experienced (e.g., Lewis, 1995) . Recent neuroimaging studies provide supporting evidence for this view. The frontal lobes are thought to play an important role in self-awareness and identity (Schmitz, Kawahara-Baccus, & Johnson, 2004; Stuss & Levine, 2002; Stuss, Picton, & Alexander, 2001) . In a study comparing the neural correlates of shame with those of guilt, Michl et al. (2014) reported that subjects experiencing induced shame showed greater frontal lobe activation compared with those experiencing induced guilt. Further, shame was associated with a greater overall pattern of neural activation throughout the brain. Taken together, this research provides convergent evidence for the view that in some individuals, shame is experienced in the context of negative global evaluation of self.
The global quality of shame may explain why in some contexts, individuals engage in extreme behaviors aimed at dissipating the emotion. Baumeister (1988) has argued that one function of inflicted pain is to remove or minimize awareness of self. Thus, painful self-inflicted injuries may serve to reduce high levels of internal distress associated with negative self-evaluation, by providing a means of escape from self-awareness (Heatherton & Baumeister, 1991) . This perspective is consistent with a number of studies showing that the reason most frequently given for engaging in nonsuicidal self-injury is to escape from or alleviate an aversive emotional state (Brown, Comtois, & Linehan, 2002; Kamphuis, Ruyling, & Reijntjes, 2007; Laye-Gindhu & Schonert-Reichl, 2005; Rodham, Hawton, & Evans, 2004) . This rationale is also commonly given by individuals engaging in self-injury with the intent to die (Brown et al., 2002) .
The Personal Feelings Inventory-2 (PFQ-2; Harder & Zalma, 1990) , the Test of Self-Conscious Affect-3 (TOSCA-3; Tangney, Dearing, Wagner, & Gramzow, 2000) , the Experience of Shame Scale (ESS; Andrews, Qian, & Valentine, 2002) , and the Internalized Shame Scale (ISS; Cook, 1996) are well-known instruments measuring the propensity to experience shame as a trait-based construct. However, they do not measure the intensity of internal distress experienced in response to negative self-evaluation. Thus, Osman et al. (2014) developed the Negative Self-Evaluation Scale to assess the latter construct.
Shame and Maladaptive Behavior Tendency
In some contexts, self-harm may function as a shame regulation strategy. One function of self-harm is to allow individuals to reduce, block, or otherwise distract themselves from negative emotions that are perceived as intolerable and unavoidable by any other means (Lacey, 1993; Heatherton & Baumeister, 1991) . Selfinjurers appear particularly prone to be self-critical and to experience intense self-directed anger or dislike (Schoenleber & Berenbaum, 2012a) . Self-injurers have also been found to score highly on measures of negative temperament, emotion dysregulation, depression, and anxiety (Andover, Pepper, Ryabchenko, Orrico, & Gibb, 2005; Gratz & Roemer, 2004; Klonsky & Muehlenkamp, 2007; Klonsky, Oltmanns, & Turkheimer, 2003) . Those who engage in self-injury are also at increased risk for suicide attempt (Muehlenkamp, Walsh, & McDade, 2010) .
The variables that moderate and mediate self-harm specifically as a response to shame have not been elucidated. However, selfinjury in general is known to be more common in adolescents and young adults. Typical age of onset is around age 13 or 14 (Herpertz, 1995; Nock, Joiner, Gordon, Lloyd-Richardson, & Prinstein, 2006) . In addition, self-injury occurs in about 20% of adult psychiatric patients and 40 -80% of adolescent psychiatric patients (Briere & Gil, 1998; Darche, 1990; DiClemente, Ponton, & Hartley, 1991; Nock & Prinstein, 2004; Schoenleber & Berenbaum, 2012a) . A study of ninth and tenth graders found that 46% had This document is copyrighted by the American Psychological Association or one of its allied publishers.
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performed at least one self-injurious behavior within the past year (Lloyd-Richardson, Perrine, Dierker, & Kelley, 2007) . Similar numbers have been found for college students (Gratz, 2001; Whitlock et al., 2006) . Recent studies suggest that nearly one-quarter of adolescents and young adults have engaged one or more episodes of self-harm (Lloyd-Richardson et al., 2007; Nixon, Cloutier, & Jansson, 2008) . Of note, NSSI was previously listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR; APA, 2000) as a symptom of borderline personality disorder. Currently, the DSM-5 presents NSSI as a condition that requires further study (APA, 2013) . Although a number of instruments are available to measure the frequency, severity, and functions of self-injury, such as the Functional Assessment of Self-mutilation (FASM; Lloyd, Kelley, & Hope, 1997 ) and the Self-Injurious Thoughts and Behaviors Interview (SITBI; Nock, Holmberg, Photos, & Michel, 2007) , to our knowledge there are no published scales that measure self-injury as a maladaptive response to shame. Consequently, Osman et al. (2014) developed the items comprising the Maladaptive Behavior Tendency Scale to address this gap. Muehlenkamp, Walsh, and McDade (2010) noted that a majority of those engaging in NSSI indicate that they do not seek help for such problems. Common barriers to self-disclosure and helpseeking are shame, stigma, and fear of the consequences surrounding disclosure of the behavior (Fortune, Sinclair, & Hawton, 2008) . Further, Rüsch et al. (2014) found that shame indirectly mediated the relationship between psychiatric symptoms and attitudes toward professional help-seeking, suggesting that an individual who recognizes his or her own psychiatric symptoms may have negative attitudes toward help-seeking due to self-stigma or fear of social stigma. Tucker et al. (2013) distinguished between self-stigma of mental illness and self-stigma of seeking professional help and found that both stigmata were significant predictors of shame and attitudes toward seeking psychological help. In sum, existing research suggests a link between the experience of shame and fear of social consequences, with potentially adverse impacts on help-seeking behaviors in at-risk individuals. Here again, Osman et al. (2014) noted the lack of published measurement instruments designed to assess this clinically relevant construct, and the researchers developed the Fear of Social Consequences Scales to address this unmet need.
Shame and Fear of Social Consequences

Brief Overview of the Construction of the MSRI-21
The foregoing discussion highlights the critical need for a standalone inventory that combines measures of negative self-evaluation with measures of maladaptive and risk-enhancing internal and external behaviors. Recently, Osman et al. (2014) developed and conducted preliminary analyses on the MSRI-21 scales, in response to the concerns noted above. The major motivation underlying the development of the MSRI-21 was to tap into the contexts in which internal and external shame-related responses are expressed by the individual. In particular, the MSRI-21 was designed because of (a) limitations of existing self-report measures of shame, and (b) the call for measures that would enhance our understanding of the dimensions or components of shame-related responses, including negative self-evaluation and self-injurious behaviors (see Evans, Hawton, & Rodham, 2005; Luyten, Fontaine, & Corveleyn, 2002; Muehlenkamp et al., 2010; Nock, 2010) . Osman et al. (2014) conceptualized the MSRI-21 as a statementbased instrument with specific contexts. A comprehensive report of the steps involved in the construction of and initial validation of the inventory is presented in the unpublished manual and conference poster presentations (Brown, Pirani, Lopez, & Osman, 2015; Pinnock, Joseph, Sagastume, Gonzalez, & Osman, 2014; Pirani, Garcia, Acosta, & Osman, 2016) . The researchers conducted a comprehensive review of the shame, suicide, self-harm, and general psychological distress literatures to identify dimensions of the shame-related response construct. Based on an inductive approach, they hypothesized three dimensions. The negative self-evaluation dimension was defined to include items that assess internal distress experienced in response to shame ("When I experience feelings of shame, I usually feel awful or terrible inside"). The fear of social consequences dimension (i.e., help-seeking avoidance) was operationalized to include items that assess shame-related responses due to fear of being negatively evaluated by others ("Because of fear of being shamed, it is unlikely that I would ever seek support for thoughts of harming myself if I had them"). The maladaptive behavior tendency dimension was defined to assess at-risk behavioral tendencies (thoughts, feelings, actions) due to the experience of shame ("Harming myself physically and on purpose helps me escape from intense feelings of shame").
Researchers used multiple sources (e.g., reviews of existing shame measures, empirical literature, undergraduate students, clinical experiences of team members) to generate relevant and representative items for each dimension. Following the content validation processes (e.g., expert ratings for dimensionality, items being reworded to enhance clarity), they conducted a series of exploratory factor analysis (EFA) and item response theory (IRT) modeling pilot investigations, ultimately retaining 24 candidate items (see, e.g., Costello & Osborne, 2005; Meijer & Baneke, 2004; Reise & Waller, 2009; Thomas, 2011) . In a subsequent pilot study involving incremental validity analysis, a final set of 21 items was retained for the instrument.
Overview of Objectives and Analyses
We conducted two new studies, in new samples, to replicate and extend results of the previous investigations. One limitation of previous investigations is that they did not evaluate the dimensionality and factorial validity of the MSRI-21 using a contemporary approach to structural equation modeling (SEM). Accordingly, in Study 1, we conducted exploratory structural equation modeling (ESEM) with data obtained from a large sample of college-age young adults (N ϭ 743). Furthermore, previous research did not examine whether a total score could be calculated for the MSRI-21, or whether each scale should be scored separately. Consequently, in Study 1, we estimated a bifactor ESEM and computed bifactor-specific fit indices to assess viable scoring for the MSRI-21. We also evaluated the internal consistency reliability of scores on each scale within the study sample. Another limitation of previous research is that factorial invariance of the scores was not evaluated. Accordingly, in Study 2, we examined factorial invariance across gender using multigroup confirmatory This document is copyrighted by the American Psychological Association or one of its allied publishers.
factor analysis (CFA). We also examined associations of the MSRI-21 scale scores with scores on an extensive set of concurrent measures in order to assess evidence for convergent and discriminant validity. Because the extant literature suggests the presence of maladaptive shame-related responses in nonclinical young adults, we selected college-age, nonclinical samples for each of the current investigations.
Study 1 Method
Objective. The specific goals of Study 1 were to examine evidence for the multidimensionality and factorial validity of scores on the MSRI-21 using contemporary methods, and to assess evidence of internal consistency reliability.
Participants and procedure. For Study 1, invitations went out to 1,528 undergraduate students taking introductory-level psychology courses during spring of 2015. Researchers explained to participants that the aim of the study was to evaluate the performance of a new questionnaire measuring shame-related responses. After obtaining written informed consent, participants completed the questionnaire packet in a classroom setting, supervised by trained graduate students and senior undergraduates. Responses from each individual were reviewed for completeness during the data collection process. Packets missing more than two responses across the battery of instruments were excluded from the data pool. We obtained N ϭ 743 completed questionnaire packets, indicating a completion rate of 48.6%. Participation was voluntary and participants were awarded course credit in exchange for participation in the study. The university's Institutional Review Board approved all procedures.
Participants included 262 male (35.3%) and 481 female (64.7%) undergraduates enrolled in psychology classes at a public university in the Southwestern United States. The mean age of participants was 21.92 years. The ethnic makeup of the sample was 47.8% (n ϭ 355) Hispanic/Latino American, 28.1% (n ϭ 209) White/European, 8.3% (n ϭ 62) African American/Black, 7.7% (n ϭ 57) Asian American, 4.4% (n ϭ 33) Biracial/Multiethnic, 1.5% (n ϭ 11) Middle Eastern, and 0.3% (n ϭ 2) American Indian/Indigenous Alaskan. The ethnic composition of the sample was largely representative of the broader region in which the university is situated. Although women appear to be oversampled, we note that women are typically overrepresented in samples drawn from undergraduate psychology courses.
Measure. The MSRI-21 consists of three scales: Negative Self-Evaluation (NSE; seven items), tapping shame-related cognitions and negative affect; Maladaptive Behavior Tendency (MBT; seven items), tapping shame-related motivations and functions of self-injury; and Fear of Social Consequences (FSC; seven items); tapping shame-related help avoidance. Each item is rated on a 5-point Likert-type format ranging from 1 (strongly disagree) to 5 (strongly agree).
Data analytic strategy. Results of pilot investigations suggested that a three-factor model would provide the best fit to the sample data. In order to test this model against competing models, ESEM was conducted within the full sample, specifying 1-factor and 3-factor models, in which all factor loadings were freely estimated. In addition, in order to obtain information that would enable us to assess viable scoring for the MSRI-21 scales, we estimated an ESEM bifactor model. ESEM models include components of EFA and CFA. In particular, ESEM adopts a rigorous exploratory factor analytic procedure (allowing all MSRI-21 items to load on all factors) within a SEM framework (Asparouhov & Muthén, 2009; Morin, Arens, & Marsh, 2016) . Unlike CFA, in ESEM, items are not constrained to zero loadings on nontarget factors. Thus, ESEM usually does not result in inflated factor loadings or inflated interfactor correlations. As a consequence, the factors obtained within ESEM tend to be more distinct (see Table 1 ).
The Shapiro-Wilk and Kolmogorov-Smirnov statistics suggested that distributions for a majority of response items were non-normal. The normalized estimate of Mardia's coefficient was 184.74 (p Ͻ .001), indicating that the multivariate distribution of scores was also non-normal, thus advising the need for a robust estimation method. In order to account for the multivariate nonnormal distribution of our data, which can affect the accuracy of parameter estimates, standard errors, and model fit statistics, we chose a maximum likelihood estimator with robust standard errors and fit statistics (MLR). Estimation was conducted using Mplus 7.11 (Muthén & Muthén, 1998 . This program has the advantage of reporting robust fit indices that are useful for comparing competing solutions. Because we expected moderate correlations among the potential factor scale scores, we selected a direct oblimin rotation for first-order models. An oblique bi-geomin rotation was used for the bifactor model (Mansolf & Reise, 2016) . For the comparative fit index (CFI) and the Tucker-Lewis non-normed fit index (TLI), values Ն .90 indicated acceptable fit to the observed correlation matrix, whereas for the root mean square error of the approximation (RMSEA), values Յ .08 indicated acceptable fit (Bowen & Guo, 2012; Marsh, Hau, & Wen, 2004) .
In addition to comparing competing solutions by means of fit statistics, we assessed the overall interpretability of each factor solution using the following criteria for first-order models: (a) items loaded strongly on one factor ( Ն .50) with minimal cross-loadings ( Ͻ .32); (b) each factor contained at least five strongly loading items; and (c) factor intercorrelations did not exceed .80. For the bifactor model, we computed bifactor-specific statistics, including the explained common variance (ECV; Bentler, 2009; Reise, Moore, & Haviland, 2010) and the percentage of uncontaminated correlations (PUC; Reise, 2012) . ECV is a measure of the relative strength of general to group factors, and is used as an index of dimensionality, with values Ն.90 indicating that scores are "essentially unidimensional" (i.e., justifying the interpretation of a total score; Sijtsma, 2009; ten Berge & Sočan, 2004) . ECV values Ͻ.70 strongly indicate a sufficient degree of multidimensionality to warrant calculating and interpreting scale scores rather than a total score (Quinn, 2014) . We also calculated the PUC, which is the ratio of non-dimension-specific ("uncontaminated") correlations to unique correlations in the matrix. When ECV and PUC are both high, unidimensionality is strongly indicated. Note, however, that if PUC is below .80, an ECV benchmark of .60 should be considered when evaluating dimensionality (e.g., Reise, Scheines, Widaman, & Haviland, 2013) .
We used direct latent variable modeling within Mplus 7.11 to derive point estimates for internal consistency reliability This document is copyrighted by the American Psychological Association or one of its allied publishers.
(coefficient-␣) 1 of the MSRI-21 scale scores (Raykov & Marcoulides, 2015) . All estimates were computed on the individual scales with uncorrelated error terms. We also computed bootstrapped confidence intervals (CI 95%) with 2,000 sample iterations, in addition to the average interitem correlation (AIC) for items comprising each scale. Cicchetti and Sparrow (1994) ESEM fit indices indicated that the bifactor model provided adequate fit to the data. However, bifactor-specific fit indices were below established benchmarks (PUC ϭ .70, ECV ϭ .50), indicat- 
Study 2
The specific goals of Study 2 were (a) to test factorial invariance across gender of scores on the MSRI-21 scales and (b) to examine the convergent/discriminant validity of the MSRI-21 scales within a set of concurrent measures selected based on an extensive literature review.
Method
Participants and procedure. For Study 2, invitations went out to 819 undergraduate students taking introductory-level psychology courses during fall of 2015. Researchers explained to participants that the aim of the study was to evaluate the performance of a new questionnaire measuring shame-related responses. After obtaining written informed consent, participants completed the questionnaire packet in a classroom setting, supervised by trained graduate students and senior undergraduates. Responses from each individual were reviewed for completeness during the data collection process. Packets missing more than two responses across the battery of instruments were excluded from the data pool. We obtained N ϭ 540 complete responses, for a completion rate of 48.6%. Participation was voluntary and participants were awarded course credit for participation in the study. The university's Institutional Review Board approved all procedures.
Participants included 163 male (30.2%) and 377 female (69.8%) undergraduate students enrolled in psychology classes at a public university in the Southwestern United States. The mean age of participants was 19.48 years (SD ϭ 3.32). The ethnic makeup of the sample was 43.5% (n ϭ 235) Hispanic/Latino American, 25.4% (n ϭ 137) White/European, 13.9% (n ϭ 75) African American/Black, 9.1% (n ϭ 49) Asian American, 4.4% (n ϭ 24) Biracial/Multiethnic, 1.7% (n ϭ 9) Middle Eastern, 1.7% (n ϭ 9) other, and 0.4% (n ϭ 2) American Indian/Indigenous Alaskan. The ethnic composition of the sample was largely representative of the broader region in which the university is situated. With regard to the notable gender imbalance observed in the sample, here again we note that women are typically overrepresented in samples drawn from undergraduate psychology courses.
Concurrent measures. In addition to completing a brief demographic questionnaire and the MSRI-21 items, participants provided responses to five assessment inventories selected because of their clinical relevance and empirical significance. As in Study 1, all estimates of internal consistency reliability (coefficient-␣) were computed using latent variable modeling with bootstrapped confidence intervals (2,000 iterations).
Functional Assessment of Self-Mutilation (FASM-23; Lloyd, Kelley, & Hope, 1997). The FASM-23 is a measure of frequency, methods, and motivations of nonsuicidal self-mutilation, that was chosen to evaluate the frequency of engaging in various functions of self-injury, including 22 different reasons and one "other" option (e.g., "to get attention"). Items are rated on a 4-point Likert-type scale from 0 (never) to 3 (often). For the current study, a total score was computed as the sum of all 22 items. Coefficient-␣ for the present study was .92 (95% CI [.90, .93] ). Previous research has identified multiple functions of nonsuicidal self-injury, including automatic and internal behaviors as well as external, interpersonal behaviors (e.g., Nock, 2010; Nock & Prinstein, 2004) . Given the content of the items comprising the Maladaptive Behavior Tendency Scale, which tap self-injury as a shame-related response, we expected to observe a statistically significant relationship between scores on the latter scale and FASM-23.
Future Disposition Inventory (FDI-24; Osman et al., 2010a). The FDI-24 was selected to assess attitudes toward the future, specifically in terms of suicidal thoughts and behaviors. Each item is rated on a 5-point scale from 1 (not at all true of me) to 5 (extremely true of me). Each of the three scales is scored as the sum of its items. Positive focus (PF) assesses protective factors such as optimism, life satisfaction, and having plans for the future (e.g., "I expect things to turn out better for me in life"). Suicide orientation (SO) evaluates suicide ideation and desire to die (e.g., "I sometimes think that by ending my life, all the problems ahead of me will go away"). Finally, negative focus (NF) measures risk factors including life dissatisfaction, worry, and cognitive rigidity (e.g., "I worry that things will never go well for me no matter what I do"). This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Exploratory and confirmatory factor analyses have validated the three-factor structure with low to moderate interfactor correlations and acceptable internal consistency, with estimates of coefficient-␣ ranging from .86 to .92 (Osman et al., 2010a Because scores on all three MSRI-21 scales are conceptualized as risk-conferring factors, for the current analysis we included scores from the two FDI at-risk factors (i.e., suicide orientation and negative focus). Specifically, we expected to observe a statistically significant association between scores on the Maladaptive Behavior Tendency Scale and the FDI Suicide Orientation Scale, given research findings indicating that individuals who engage in NSSI are likely to have had past suicide attempts and current suicidal ideation (e.g., Lloyd-Richardson et al., 2007) . In addition, we expected to observe a significant association between scores on the FDI Negative Factor Scale and MSRI Negative Self-Evaluation scores, given research linking negative self-evaluation to negative affect and maladaptive cognitions (e.g., Rizvi, 2010; Rüsch et al., 2007) .
Suicide Anger Expression Inventory (SAEI-28; Osman et al., 2010b).
The SAEI-28 is a self-report measure that was selected to assess patterns of anger expression in conjunction with suicidality. The 28-item instrument is rated on a 5-point scale ranging from 1 (not at all true of me) to 5 (extremely true of me). Each scale is scored as the sum of its items. There are four scales with seven items each, including suicide rumination, which reflects thoughts of death and suicide behaviors (e.g., "I feel the urge or impulse to hurt myself physically"); maladaptive expression, which measures negative responses to anger-invoking interpersonal encounters (e.g., "I usually do or say something to get back at someone"); adaptive expression, which assesses positive or constructive reactions to difficult situations (e.g., "I tend to focus on all sides of the situation before I do or say something"); and reactive distress, which reflects negative beliefs regarding a stressful interpersonal event (e.g., "It is because I feel unwanted or under-appreciated"). The psychometric properties of the SAEI-28 have been investigated in previous research; fourfactor structure with good fit was obtained using exploratory and confirmatory factor analyses, and scale-level reliability estimates (as estimated by coefficient-) were Ն .83 in all studies (Osman et al., 2010b) . Internal consistency for the current study as estimated by coefficient-␣ ranged from .84 to .94, with a total 95% CI [.81, .95] .
Because scores on all three MSRI-21 scales are conceptualized as risk-conferring factors, for the current study we included scores from the three SAEI-28 risk factors (i.e., suicide rumination, maladaptive expression, and reactive distress). SAEI suicide rumination was selected as a potential correlate of maladaptive behavior tendency, given previous research linking ruminative thoughts of suicide to self-injury (e.g., Miranda & Nolen-Hoeksema, 2007; O'Connor & Noyce, 2008) . Of particular interest for the Negative Self-Evaluation Scale were the SAEI maladaptive expression and reactive distress scales, in light of previous findings linking shame to internalized and externalized anger (e.g., Tangney, Wagner, Fletcher, & Gramzow, 1992) .
Suicidal Behaviors Questionnaire Revised (SBQ-R; Osman et al., 2001
). The SBQ-R is a four-item self-report instrument, selected as a measure of suicide-related behaviors, including lifetime ideation, attempts, threats, and future likelihood. The SBQ-R has demonstrated adequate internal consistency in past studies Osman, Kopper, Barrios, Gutierrez, & Bagge, 2004; Osman et al., 2002) . Coefficient-␣ for the present study was .80 (95% CI [.76, .83] ). This instrument was selected for inclusion as a measure of past and future suicidal ideation and behaviors, which have been empirically linked to nonsuicidal self-injury and self-harm in general (e.g., Wester, Ivers, Villalba, Trepal, & Henson, 2016 ). An association between scores on SBQ-R and maladaptive behavior tendency was expected based on previous research linking scores on SBQ-R with measures of self-harm Manca, Presaghi, & Cerutti, 2014) . In addition, given the content of items comprising the maladaptive behavior tendency scale, we expected scores on the latter scale to clearly discriminate scores on measures of self-harm cognitions (i.e., SAEI suicide rumination and FDI suicide orientation) and NSSI (i.e., FASM-23) from scores on the SBQ-R, which measures past history and future probability of suicide attempts. We also expected to observe a significant association between scores on SBQ-R and the Negative SelfEvaluation Scale, given previous research showing a relationship between negative self-evaluation and suicide (e.g., Kölves et al., 2011; Lester, 1998) .
Personal Feelings Questionnaire-2 (PFQ-2; Harder & Zalma, 1990). The PFQ-2 is a 16-item adjective-based measure of shame-(10 items) and guilt-proneness (six items). This measure was chosen to measure the frequency with which shame-(e.g., "embarrassment," "feeling humiliated") or guilt-(e.g., "regret," "remorse") related internal experiences present themselves in social-interpersonal situations. Each item is rated on a 5-point Likert-type scale form 0 (never) to 4 (continuously). Internal consistency reliability estimates (coefficient-␣) for the current study were .78 for guilt and .84 for shame with a total 95% confidence interval of .74 to .86. Allan, Gilbert, and Goss (1994) found that scores across multiple measures of shame were significantly linked with feelings of distress, including severe depression and social dysfunction, which prompted the current study to examine the relationship between PFQ-2 Shame and negative selfevaluation scores. Additionally, the item content of PFQ-2 Shame is similar to that of the Negative Self-Evaluation Scale, in that both refer to internalized shame-related emotions. Further, in support of the discriminant validity of Maladaptive Behavior Tendency and Fear of Social Consequences Scales as measures of external responses, we expected to observe small associations of the latter two scales with PFQ-2 Shame. The PFQ-2 Guilt Scale was also included to assess the discriminant validity of scores on the MSRI-21. In particular, we expected the Negative Self-Evaluation Scale to evidence stronger associations with shame than with guilt. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
PID-5-BF (Personality
cism, antagonism, and negative affectivity. A recent review of the PID-5 noted that reliability estimates for both the brief and long forms of the PID-5 were acceptable across a range of studies (Al-Dajani, Gralnick, & Bagby, 2016) . Scale-level internal consistency reliability estimates for the current study ranged from .70 to .81 with a total 95% CI [.65, .83 ]. The PID-5-BF was included as a general trait-based measure of mental health symptoms, and was expected to evidence significant associations with Negative Self-Evaluation Scores. In addition, the PID-5-BF Detachment Scale was expected to evidence an association with scores on the Fear of Social Consequences Scale, given previous research linking interpersonal detachment to feelings of shame and social stigma (Luyten et al., 2002) . Data analytic strategy. Factorial invariance testing was conducted in two steps. In the first step, separate CFAs were estimated to test the multidimensional structure of the MSRI-21 in each gender. In the second step, multigroup CFA was used to test for factorial invariance across gender using the backward sequential method (Chou & Bentler, 2002) . Using this method, researchers begin with the most highly constrained CFA model; factor loadings, item intercepts, error variances, and factor variances/covariances are constrained to equality across groups. If fit statistics and modification indices suggest non-invariance of parameters, equality constraints are freed one parameter at a time until an acceptable fit is achieved. After conducting factorial invariance testing using this method, we also compared latent means across gender, based on a Z test with robust standard errors (Satorra & Bentler, 2001 ). Because no directional mean differences were hypothesized, twotailed tests were performed.
Because uncorrected measurement error can adversely affect regression or path coefficients when scale scores are treated as manifest variables (Cole & Preacher, 2014) , convergent and discriminant validity of the MSRI-21 scales were assessed using latent variable SEM within Mplus 7.11, which allows for correction of measurement error. The three MSRI-21 scales and 14 concurrent scales, including the SBQ-R; PID-5-BF; SAEI maladaptive expression, reactive distress, and suicide rumination; PFQ-2 shame and guilt; 2 FDI negative focus and suicide orientation; and the FASM-23, were modeled as latent variables. Response items (indicator variables) were allowed to load on target factors only, with cross loadings constrained to zero. Error terms were uncorrelated. Further, each latent variable was scaled by constraining the loading of its first indicator to a value of 1.
Consistent with the results of Study 1, Negative Self-Evaluation, Maladaptive Behavior Tendency, and Fear of Social Consequences Scales were specified as correlated exogenous variables with direct paths to all concurrent measures, generating 32 path coefficients. Residual error terms among the criterion latent variables were uncorrelated. In addition, standardized parameter estimates were computed to facilitate comparison of path coefficients. Taking into account the multivariate non-normality of the data (normalized estimate of Mardia's coefficient ϭ 214.17, p Ͻ .001), the statistical significance of the standardized parameter estimates was assessed using robust standard errors.
Standardized path coefficients for direct effects in SEM are similar to standardized beta weights (␤) in multiple regression and can be interpreted similarly (Durlak, 2009) . In particular, the former represent the unique variance predicted by an independent variable after controlling for other associations in the model. We assessed the magnitude of path coefficients using the following guidelines: below .20 ϭ small, .20 to .49 ϭ moderate, .50 or greater ϭ large. Differences in magnitude between path coefficients were tested for statistical significance using the methodology described by Cheung (2009) . This method involved imposing nonlinear constraints within Mplus to estimate magnitudes and standard errors of differences between pairs of path coefficients, which were then tested for statistical significance on a two-tailed Z test. A conventional cutoff value of Z Ն 1.96 (p Յ .05) was selected to assess statistical significance.
Results
Separate CFAs by gender. As shown in Table 3 , MLR fit indices indicated that the three-factor CFA model provided an acceptable fit to the data for each gender. For men (n ϭ 163), Multigroup CFA. MLR fit indices suggested a good fit for the fully constrained two-group model: 2 (414) ϭ 809.22, p Ͻ .001, CFI ϭ .92, TLI ϭ .92, RMSEA ϭ .06. The strength of the fit indices with all parameters constrained to equality suggested that invariance of factor loadings, item intercepts, error variances, and factor variances/covariances was tenable. Moreover, modification indices did not indicate any viable changes to equality constraints. Having achieved full factorial invariance, no further multigroup models were estimated.
3 Latent mean comparison. We compared latent variable means across gender within the fully constrained model (i.e., all parameters held invariant). No statistically significant differences were observed in the latent means of men and women on Negative Self-Evaluation (Z ϭ 0.87, p ϭ .384), Fear of Social Consequences (Z ϭ 0.60, p ϭ .547), or Maladaptive Behavior Tendency Scales (Z ϭ Ϫ0.60, p ϭ .552).
Latent variable SEM. Model estimation terminated normally. All response items featured moderate to strong factor loadings ( ϭ .38 to .94, p Ͻ .001). In addition, Pearson correlations among the exogenous latent variables were as follows: Maladaptive Behavior Tendency vs. Negative Self-Evaluation ϭ .41; Negative Self-Evaluation vs. Fear of Social Consequences ϭ .67; Maladaptive Behavior Tendency vs. Fear of Social Consequences ϭ .42. Goodness-of-fit was below conventional benchmarks:
2 (5, 951) ϭ 12,887.26, p Ͻ .001, CFI ϭ .77, TLI ϭ .76, RMSEA ϭ .05. Although modification indices indicated that removing nonsignificant structural paths and introducing correlated error terms would result in improved fit, it is known that correlating residuals can adversely affect structural parameter estimates (Tomarken & Waller, 2003) . Further, since the objective of the analysis was not to develop an explanatory model, but rather to obtain reliable structural parameter estimates and to compare their magnitudes, the original model with all 36 structural paths was retained.
Standardized path coefficients with robust 95% confidence intervals and p values are shown in Table 4 . Negative SelfEvaluation featured moderate to strong associations with all concurrent measures, and was a particularly strong predictor of SAEI Reactive Distress (␤ ϭ .76 [.62, .89 
General Discussion
The aim of this project was to evaluate evidence for the factor structure, internal consistency reliability, factorial invariance, and convergent/discriminant validity of scores on the MSRI-21. In Study 1, direct latent variable modeling of coefficient-␣ provided excellent point estimates of internal consistency reliability (Ͼ.90). In addition, bootstrapping with 2,000 replicates yielded strong lower bound estimates (95% CI) exceeding .90 for scores on all three scales. These results provide strong evidence for the internal consistency reliability of MSRI-21 scale scores. Results of ESEM demonstrated that an oblique 3-factor model provided an adequate fit to the data, as indicated by acceptable CFI, TLI, and RMSEA Results of factorial invariance testing (Study 2) provide empirical support for the use of the MSRI-21 scales in clinical and research applications with both men and women. In addition, the means of each latent construct did not differ significantly between men and women, suggesting that researchers can make valid comparisons of the computed MSRI-21 scale scores across gender. In view of the latter result, we suggest that MSRI-21 is relevant to the literature investigating gender differences in the experience of shame and stigma relating to mental illness. Some studies have found that men and women differ in their scores on measures of stigma associated with mental illness, including psychological openness, help-seeking propensity, and indifference to stigma, suggesting that women are more open and willing to engage in help-seeking behaviors than men (MacKenzie, Knox, Gekoski, & Macaulay, 2004) . Other studies have found contradictory evidence. For instance, Hampton and Sharp (2014) reported that men and women had similar, moderate levels of external (i.e., community shame/stigma and family shame/stigma), internal, and reflective (i.e., family reflective and self-reflective) shame regarding mental health issues. The current findings in support of factorial invariance of the MSRI-21 suggest that men and women share similar interpretations of the constructs measured by the inventory. Thus, the MSRI-21 could be used in future investigations as a viable measure of shame-related responses in both men and women.
Results from SEM validity analysis (Study 2) showed that scores on the Negative Self-Evaluation Scale predicted a wide range of distressing symptoms, with an emphasis on negative internal experiences. In particular, Negative Self-Evaluation strongly predicted scores on measures of negative affect, negative cognitions concerning self-harm, rumination, shame-proneness, and psychoticism. Further, scores on each of the aforementioned measures clearly differentiated Negative Self-Evaluation from the other MSRI-21 scales. Our results also suggested that scores on the Negative Self-Evaluation scale clearly discriminate between shame-proneness and guilt-proneness as measured by the PFQ-2. 4 Taken together, these results indicate that the Negative Self-Evaluation Scale could be useful for assessing levels of shame-related internal distress, perhaps in conjunction with existing measures of state-or trait-shame.
The Maladaptive Behavior Tendency Scale was found to be a strong, specific predictor of scores on instruments measuring selfinjury cognitions and behaviors, including suicide ideation, suicide orientation, and nonsuicidal self-injury. In addition, the Maladaptive Behavior Tendency Scale clearly discriminated between these constructs and other measures, including suicide threats and attempts as measured by SBQ-R. These results suggest that the Maladaptive Behavior Tendency Scale is relevant to ongoing research examining shame as a motivator of nonsuicidal selfinjury. For instance, Schoenleber, Berenbaum, and Motl (2014) found that endorsement of shame regulation functions was positively associated with the frequency of NSSI among women with a history of NSSI. Moreover, higher levels of shame-proneness were associated with more frequent NSSI, even after taking into account broader personality dimensions, such as proneness to general negative affect. A further study examined the contributions of shame, anger, and childhood abuse to self-mutilating behavior in women with a history of involvement with the criminal justice system. The authors found that shame and anger scores were significantly higher for those scoring high on measures of selfharm (Milligan & Andrews, 2005) .
Our Fear of Social Consequences Scale was a moderate predictor of scores on social detachment, and clearly discriminated between this construct and other concurrent measures. This finding is consistent with previous research linking shameful experiences to social isolation. For instance, Wicker, Payne, and Morgan (1983) found that undergraduates asked to reflect on prior shameful experiences endorsed feelings of rejection, inferiority, a desire to hide, and a subjective decrease in status and power. Notably, reflecting on shameful experiences elicited a greater desire to punish others than did reflecting on experiences of guilt. Similarly, Tangney, Miller et al. (1996) found that participants perceived greater social isolation and a stronger perception that others were angry with them when they felt ashamed, versus embarrassed or guilty.
The Fear of Social Consequences Scale may be useful to current research programs examining the relationship between shame and seeking help from professionals. For instance, shame has been shown to mediate the relationship between mental health symptoms and views surrounding professional help-seeking, suggesting that an individual who recognizes his or her own psychiatric symptoms may have negative attitudes toward seeking help due to fear of social consequences (Rüsch et al., 2014) . Other research suggests that shame is directly associated with attitudes toward seeking psychological help (Tucker et al., 2013) .
Limitations and Directions for Further Research
The present studies should be interpreted in light of several limitations. We used a convenience sample of undergraduates from a single university in the Southwestern United States. Gender differences in the comprehension of the MSRI-21 items are likely to vary across a range of characteristics with limited representation in our samples, including race, ethnicity, age, educational attainment, and geographic location. Of note, previous research has found differences among ethnic groups in their propensity to experience shame. For instance, Hampton and Sharp (2014) found that Latinos scored highest on internal shame, followed by Caucasians and Asian Americans. Further, a recent study of ethnic differences in attitudes toward mental illness found that, compared with Europeans, Asians reported greater stigma toward and desired greater social distances from individuals with depression (Shamblaw, Botha, & Dozois, 2015) . The relative homogeneity of our samples precluded evaluation of the potential influence of such differences on participants' interpretations of the constructs tapped by the MSRI-21, and on observed scores for each of the scales. Consequently, the present findings are not generalizable to dissimilar populations. Additional research with diverse populations is strongly warranted. In particular, studies are needed to investigate the factorial invariance of the MSRI-21 across a range of demographic characteristics, including race, ethnicity, age, and education. 4 Concerning the discriminant validity of the Maladaptive Behavior Tendency and Fear of Social Consequences scales as measures of external responses to shame, we note their small associations with PFQ-2 Shame. This document is copyrighted by the American Psychological Association or one of its allied publishers.
When new instruments are developed, there are numerous ethical and clinical factors that need to be considered. Although infrequently investigated by researchers, an important consideration associated with any new measure is its incremental validity over alternative measures available to assess the same construct (Haynes & Lench, 2003) . Newly developed instruments intended to be used in applied settings should demonstrate an ability to add to the prediction of outcomes beyond what is possible with the best currently available assessments (Hunsley & Meyer, 2003) . Specifically, in addition to evidence for convergent and discriminant validity, a new psychological test intended for applied use must demonstrate evidence of incremental validity. One limitation of the current studies was that the incremental validity of scores on the MSRI-21 was not evaluated. Accordingly, future research should examine the increase in predictive value contributed by the MSRI-21 with respect to existing measures of shame, such as the PFQ-2, the TOSCA-3, the ESS, and the ISS.
Another potential limitation of the current studies is that all data were from nonclinical samples. Consequently, the current findings are not generalizable to clinical populations. Future research should explore the psychometric properties of the MSRI-21 in clinical samples, and assess evidence of factorial invariance across clinical status. The current studies also did not examine the unidimensionality of MSRI-21 scale scores or item-level measurement properties, such as item discriminativeness and severity parameters. Thus, future research should assess unidimensionality, as well as item-level properties using suitable statistical techniques (e.g., bifactor IRT). We also note that measurement invariance at the item level was not assessed by the current project. Further research is needed to examine scores on the MSRI-21 for evidence of differential item functioning (DIF) across gender, clinical status, race, ethnicity, and other groupings. Researchers may also want to investigate the clinical utility of "bundling" the individual MSRI-21 scales with other instruments. For instance, the Negative Self-Evaluation Scale might potentially prove useful in conjunction with measures of state or trait shame in assessing future risk of maladaptive responses.
Finally, we suggest that a future study should assess the validity of the MSRI-21 scales, particularly the Fear of Social Consequences Scale, in a more extensive set of concurrent measures. In Study 2, Fear of Social Consequences was found to have a significant association with scores on only one concurrent measure: PID-5-BF Detachment. Further, this association did not clearly differentiate Fear Social Consequences from the remaining MSRI-21 scales. Future studies should include more specific measures relating to mental health stigma and help-seeking behavior as potential correlates of the Fear of Social Consequences Scale.
Conclusion
Despite the aforementioned limitations, the current studies provide evidence for the internal consistency, factor structure, factorial invariance across gender, and convergent/discriminant validity of scores on the MSRI-21. Further, the constructs assessed by the MSRI-21 are relevant to areas of active investigation, including nonsuicidal self-injury, self-harm, mental health stigma, and professional help-seeking. The clinical utility afforded by combining measures of Negative Self-Evaluation, Maladaptive Behavior Tendency, and Fear of Social Consequences within a single inventory commend the use of the MSRI-21 for use in applied settings, especially when a brief assessment instrument is indicated.
